Vision Questionnaire Study 


The Vision and Cognition Laboratory, Boston University


648 Beacon Street, 2nd floor


Boston MA 02215

Section 1- General information

1. How old are you?        
_____years.
2. Gender (check one)

( Male  
( Female

3. What is your level of education?    

(Please circle number of years completed in school or write your obtained degree.
1  2  3  4  5  6  7  8  9  10  11 12  13  14  15  16 17 18  19  20  21    >21   years of school

___________degree

4. Have you been diagnosed with/had any of the following? (Please check yes or no
	( Yes  ( No
	Parkinson’s disease

	( Yes  ( No
	Alzheimer’s disease

	( Yes  ( No
	Other neurological disorders, which?____________________

	( Yes  ( No
	Depression

	( Yes  ( No
	Anxiety disorder

	( Yes  ( No
	Schizophrenia

	( Yes  ( No
	Other psychological disorders, which?____________________

	( Yes  ( No
	Alcoholism

	( Yes  ( No
	Epilepsy 


	( Yes  ( No   
	Head injury

	( Yes  ( No
	Loss of consciousness

	( Yes  ( No
	Stroke

	( Yes  ( No
	High blood pressure

	( Yes  ( No
	Diabetes

	( Yes  ( No
	Tumors/cancer

	( Yes  ( No
	Heart problems

	( Yes  ( No
	Any chronic illnesses, which?

	
	_________________________

	( Yes  ( No
	Intracranial surgery

	( Yes  ( No
	Deep brain stimulation


For any “yes” answer above, please describe fully, including the year of occurrence or diagnosis:

__________________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

5. Do you drink alcohol?

( Yes           ( No

( If yes, how many alcoholic beverages do you consume a week? (please circle one)

Less than one drink            2-5            6-10            11-15            More than 15 drinks

6. Do you smoke tobacco?

( Yes           ( No

( If yes, how many packs of cigarettes do you smoke a week? (please circle one)

Less than 1            1-3            4-6            7-9            More than 9 packs 

7. Do you take any medications?  ( Please record the names and daily dosage of all medications that you take, including sleep medications and vitamins. Please be sure to note when you started taking each type of medication (very important Parkinson’s disease medications).

	
	

	
	

	
	

	
	

	
	

	
	


8. Do you experience difficulties with sleeping?

( Never
( Rarely
( Sometimes

( Often
( Always

( If you have difficulties with sleeping, please check all items that apply:

( I find it difficult to fall asleep
( I tend to wake up in the middle of the night (how often a night)?________
( I tend to wake up very early and am not able to fall asleep again

( Other difficulties (please describe): _______________________________

9. Do you feel sleepy or drowsy during the day?

( Never
( Rarely
( Sometimes

( Often
( Always

10. How many hours a night do you sleep (approximately)?  _____hours.
11. Do you get “sleep attacks” –uncontrollable falling asleep without warning, when you are wide awake? 


( Never
( Rarely
( Sometimes

( Often

12. Do you have vivid dreams?

( Never
( Rarely
( Sometimes

( Often
( Always

13. Do you have nightmares?

( Never
( Rarely
( Sometimes

( Often
( Always

14. Do you wake up in terror during the night, often shouting or screaming?

( Never
( Rarely
( Sometimes

( Often
( Always

15. Do you have difficulty concentrating?

( No       ( Mild         ( Moderate        ( Considerable       ( Severe

16. Do you have memory problems?

( No        ( Mild         ( Moderate        ( Considerable      ( Severe 

17. Do you experience sad or depressed mood?
( Never
( Rarely
( Sometimes

( Often
( Always 

18. Do you experience anxiety?
( Never
( Rarely
( Sometimes

( Often
( Always

19. Are you tearful?

( Never
( Rarely
( Sometimes

( Often
( Always

20. Have you lost your interest or enjoyment in doing things you used to like?

( No     
( Mildly         ( Moderately        ( Considerably       ( Severely

21. Have you recently experienced a significant weight change (loss or gain) without your intent?

( No     
( Mild         ( Moderate        ( Considerable       ( Severe

22. Do you lack the energy or initiative to do things?

( No     
( Mildly         ( Moderately        ( Considerably       ( Severely

23. Are you indifferent to things?

( No     
( Mildly         ( Moderately        ( Considerably       ( Severely

24. Do you feel irritable?

( No     
( Mildly         ( Moderately        ( Considerably       ( Severely

25. Do you feel hopeless about the future?

( No     
( Mildly         ( Moderately        ( Considerably       ( Severely

26. Do you feel restless?

( No     
( Mildly         ( Moderately        ( Considerably       ( Severely

27. Do you feel guilty?

( No     
( Mildly         ( Moderately        ( Considerably       ( Severely

28. Do you think about death or dying?

( Never
( Rarely
( Sometimes

( Often
( Always 

29. Do you think that others are against you and want to harm you?

( Never
( Rarely
( Sometimes

( Often
( Always 

30. Are you lonely?

( Never
( Rarely
( Sometimes

( Often
( Always 

31. Do you enjoy being with other people?

( Never
( Rarely
( Sometimes

( Often
( Always 

32. Do you feel handicapped?

( Never
( Rarely
( Sometimes

( Often
( Always 

33. Have you ever experienced auditory hallucinations, that is hearing voices or sounds that are not really there and others do not hear?

( Never
( Rarely
( Sometimes

( Often

34. Have you ever experienced olfactory hallucinations, that is perceiving smells that are not really there and other do not perceive?


( Never
( Rarely
( Sometimes

( Often


 35. Do you have supernatural powers?

( Yes

( No


( If yes, please explain:_______________________________________________________

36. Have you recently experienced adverse life events that may explain your current mood?

( Yes

( No

( If yes, please explain:_______________________________________________________

37. Have you ever been in psychotherapy counseling? 



( Yes

( No

( If yes, please explain with dates:_______________________________________________
38. What symptoms are most disabling for you, that is, cause you most impairment in daily life? 

(Please rate the following symptoms in order of significance, going from the most disabling one (1) to the least disabling one (11). If any symptoms on the list do not apply, you may cross them out.

(  Tremor
(  Freezing (not being able to move)
(  Rigidity
(  Difficulties with starting to move
· Slowness

· Fatigue

(  Emotional difficulties
(  Visual problems
(  Seeing things that are not really there
· Sleep difficulties

· Fluctuations in motor functioning

39. What symptoms are most distressing for you, that is – cause you most emotional distress? 

(Please rate the following symptoms in order of significance, going from the most distressing one (1) to the least disabling one (11). If any symptoms on the list do not apply, you may cross them out.
(  Tremor
(  Freezing (not being able to move)
(  Rigidity
(  Difficulties with starting to move
· Slowness

· Fatigue
· Emotional difficulties
(  Visual problems
(  Seeing things that are not really there
· Sleep difficulties

· Fluctuations in motor functioning

Section 2- Motor function
1. Do you experience rigidity?

        (How do you rate your level of rigidity without medications or during your worst (“off”) state?
Rigidity in right arm:

( None
   ( Mild         ( Moderate        ( Considerable       ( Severe

Rigidity in left arm:

( None
   ( Mild         ( Moderate        ( Considerable       ( Severe

Rigidity in right leg:

( None
   ( Mild         ( Moderate        ( Considerable       ( Severe

Rigidity in left leg:

( None
   ( Mild         ( Moderate        ( Considerable       ( Severe

2. If you experience rigidity, does it improve with medication?

( I do not take medications for this   
( No

( Yes

(If rigidity improves by taking medication, how would you rate its severity during your best state “on”?

( None
( Mild         ( Moderate        ( Considerable       ( Severe

3. Do you experience tremor? 
       (How do you rate your level of  tremor without medications or during your worst (“off”) state?

Tremor in my right arm:

( None
   ( Mild         ( Moderate        ( Considerable       ( Severe

Tremor in my left arm:

( None
   ( Mild         ( Moderate        ( Considerable       ( Severe

Tremor in my right leg:

( None
   ( Mild         ( Moderate        ( Considerable       ( Severe

Tremor in my left leg:

( None
   ( Mild         ( Moderate        ( Considerable       ( Severe

4. If you experience tremor, does it improve with medication?

( I do not take medications for this   
( No

( Yes

(If tremor improves by taking medication, how would you rate its severity during your best state “on”?



( None
( Mild         ( Moderate        ( Considerable       ( Severe

5. Do your motor symptoms fluctuate?

( No
       ( Mildly        ( Moderately        ( Considerably      ( Severely

6. Do you have difficulties starting to move?

( None
( Mild         ( Moderate        ( Considerable       ( Severe

   
(If you have difficulties with starting to move, does this improve with taking medication?

( I do not take medications for this   
( No

( Yes

7. Do your movements feel slower than before?

( None
( Mildly         ( Moderately        ( Considerably       ( Greatly

  (If you feel that your movements are slower than before, does  this improve with taking medication?

  

( I do not take medications for this   
( No

( Yes

8. On which side of the body did your motor symptoms start?

( N/A
        ( Left        ( Right        ( Both sides        ( I don’t remember

9. On which side are your motor symptoms currently?

( N/A
        ( Left
    ( Right
 ( Both sides

( If your motor symptoms are on both sides, on which side are your symptoms worse?

( N/A
        ( Left
    ( Right
 ( Equal on both sides

10. Is your sense of balance is worse than it used to?

(  No
          ( Mildly         ( Moderately        ( Considerably       ( Severely

( If your balance is impaired, does it improve when you close your eyes?

( True
( False
( I don’t know
( If your balance is impaired, is it improved by taking medication?
( I do not take medications for this          ( No          ( Yes

11. Do you tend to lean or sway towards one side of space when standing upright or walking? 

(  No
        ( Mildly         ( Moderately        ( Considerably       ( Severely 

( If you tend to lean towards one side, towards where? Please check all that applies:

(  Usually towards left



(  Usually towards right


(   The direction varies

· Usually forwards

· Usually backwards
12. Do you find that the pace of your speech accelerates or slows down without your intent?

( Never
( Rarely
( Sometimes

( Often
( Always

 13. Are you able to walk in a straight line?

( Yes 
( No

( If you have problems walking in a straight line, please check all that applies:

( I usually move of center towards the left side



( I usually move of center towards the right side

14. Do you experience that your walking speed changes without your intent?

( Yes 
( No


( If you responded “yes,” please check all that applies:

( My walking speed slows down
( My walking speed festinates or accelerates

( My walking speed either festinates or slows down
15. Do you experience that your stride length changes without your intent?

( Yes 
( No


( If you responded “yes,” please check all that applies:

( My stride become smaller 
( My stride become wider

( My stride either becomes wider or smaller

16. Have you experienced falls?

( Never      ( 1-2 times     ( 1-2 times a month     ( More than once a week     ( Every day

17. Do you ever sense that the level of the ground or floor appears to change?

( Never
( Rarely
( Sometimes

( Often
( Always

( If you have experienced this, please describe:__________________________________________

18. Do you feel dizzy?

( Never
( Rarely
( Sometimes

( Often
( Always

19. Do you have difficulties pointing towards or reaching accurately out for objects?

      ( None     ( Mild         ( Moderate        ( Considerable       ( Severe

( If you experience this, what do you think is causing these problems?

( Motor problems

( Vision problems

( Other, please explain:_________________

20. Do you tend to bump into objects such as doorways?

(  Never      (  Rarely     (  Sometimes      (  Often
( Very often       

If you never bump into objects or doorways, please continue to question 24.

21. What do you think is causing you to bump into objects? 
( Please check all items you think may apply:

( Tremor 

( Rigidity

( Difficulties with estimating position of objects

( Vision problems

( Other, please describe:____________________________________

22. Do you bump into objects that are not easily distinguished from its background because of they are of similar colors?

(  Never      (  Rarely     (  Sometimes      (  Often       (  Always

23. To which side of doorways do you bump? 
( More often right side.

( More often left side.

( Either side, it varies.

24. Do you think that your sense of time and duration fluctuates?
( True 
( False

( If true, check what applies:

( I tend to feel that time has passed by faster than I thought.
( I tend to feel that time has passed by slower than I thought.


( Other, please explain:_________________________________.
25. Do you think that your sense of the space around you changes?
( True 
( False

( If true, check what applies:.

( Spaces become wider, larger or they open up.
( Spaces become smaller, narrower or they close in.


( It is variable, space either becomes smaller or larger.



( I get a feeling of not having enough space to keep moving


( Other, please explain:________________________________________________

26. Is your thinking is slower than it used to?

(  No        ( Mildly         ( Moderately        ( Considerably       ( Severely



( Does your medication affect your thinking speed?



( N/A          ( Thinking becomes faster          ( Thinking becomes slower
27. Do you ever feel that your feet become glued to the floor while walking, making a turn or when you are trying to initiate walking (“freezing”)?

( This has never happened 

( Approximately once a month.

( About once a week.

( About 2-4 times a week 

( Every day

( Several times during the day

If you have never experienced freezing, please continue to section 3 of the questionnaire.

28. For how long time do you usually freeze? (check one)
(   1-2 seconds

(   3-10 seconds

(  11-30 seconds

(  more than 30 seconds

29. For how long time have you experienced freezing? _____ ______________________
30. Which activities (e.g. walking, writing, reading, lying down) do you associate with freezing episodes?________________________________________________________________________

31. Does your medication affect how often you freeze?

( I do not take medications for this   
( No

( Yes
 

(If medications affect your rate of freezing, please check all that applies:
( Medications cause me to freeze less often.
( Medications cause me to freeze more often.
( Medications cause longer freezing episodes. 

( Medications cause shorter freezing episodes.

32. How severe would you rate your freezing?

( Mild       ( Moderate      ( Considerable      ( Severe

To what extent do you associate the following events with freezing? 

33. Do you freeze when moving through narrow spaces, for example doorways?

( Never     ( Rarely    ( Sometimes     ( Often      ( Always

34. Do you freeze when you are located in a small space?

( Never     ( Rarely    ( Sometimes     ( Often      ( Always

35. Do you freeze when you are located in an open, spacious area?

( Never     ( Rarely    ( Sometimes     ( Often      ( Always

36. Do you freeze when you are moving quickly?
( Never     ( Rarely    ( Sometimes     ( Often      ( Always 

37. Do you freeze when you are starting a new activity?

( Never     ( Rarely    ( Sometimes     ( Often      ( Always

38. Do you freeze when you are feeling tired?
( Never     ( Rarely    ( Sometimes     ( Often      ( Always 

39. Do you freeze when you are feeling excited/keyed up?
( Never     ( Rarely    ( Sometimes     ( Often      ( Always
40. Do you freeze when you are in your worst state (“off” )?

( N/A       ( Never     ( Rarely        ( Sometimes      ( Often        ( Always   

41. Do you freeze when your medication is wearing off?

( N/A      ( Never      ( Rarely        ( Sometimes      ( Often        ( Always

42. Do you freeze when the lighting around you is dim or dusky?

( Never     ( Rarely    ( Sometimes     ( Often      ( Always

43. Do you freeze when it is fully dark around you?
( Never     ( Rarely    ( Sometimes     ( Often      ( Always

44. Do you freeze when lighting around you is bright or intense?
( Never     ( Rarely    ( Sometimes     ( Often      ( Always


45. Do you freeze when you see things that are not really there (visual hallucinations)?
( I don’t see things that are not there    ( Never     ( Rarely    ( Sometimes    ( Often    ( Always

46. Are you aware of you surroundings during a freezing episode?

( Never     ( Rarely    ( Sometimes     ( Often      ( Always      ( I don’t know

47. Are you able to communicate with others during a freezing episode? 

( Never     ( Rarely    ( Sometimes     ( Often      ( Always      ( I don’t know

48. Does you sense of hearing changes during a freezing episode?

( Never     ( Rarely    ( Sometimes     ( Often      ( Always
( I don’t know

         ( If you have experienced this, please explain:_________________________________

49. Does your sense of vision change during a freezing episode?

( Never     ( Rarely    ( Sometimes     ( Often      ( Always
( I don’t know

         ( If you have experienced this, please explain:______________________​_______​​​​____

50. Do objects or people around you move unnaturally during a freezing episode?

( Never     ( Rarely    ( Sometimes     ( Often      ( Always
( I don’t know 

(If you have experienced this, check all that applies:


( Objects and people move faster





( Objects and people move slower





( Other, please explain:______________________________
51. Does your perception of time change during a freezing episode?

( Never     ( Rarely    ( Sometimes     ( Often      ( Always
( I don’t know 

(If you have experienced this, check all that applies:

( Passing of time seems to slow down.
( Time seems to stop moving.
( Passing of time seems to accelerate.

( It is variable, time either slows down or accelerates. 

52. Does your perception of space change during a freezing episode?

( Never     ( Rarely    ( Sometimes     ( Often      ( Always
( I don’t know 

(If you have experienced this, check all that applies:

( Space becomes wider, enlarges or opens up.
( Space becomes smaller, narrows or closes in on me.



( It is variable, space either becomes smaller or larger.




( I get the feeling that I do not have enough space to keep moving



( Other, please explain:_________________________________________

53. Does your perception of sounds change during a freezing episode?

( Never     ( Rarely    ( Sometimes     ( Often      ( Always
( I don’t know 

(If you have experienced this, check all that applies:




( Music accelerates.
( Music slows down.
( Other people’s speech becomes faster.
( Other people’s speech becomes slower.

( Other, please explain:__________________________________________

54. Do you find it difficult to move your visual attention from one thing to another, as if your gaze has been “captured” during freezing?

( Never     ( Rarely    ( Sometimes     ( Often      ( Always
( I don’t know 

55. Right before a freezing episode, do you notice that your stride length changes?

 ( Never
( Stride length becomes shorter
  ( Stride length becomes wider

56. Right before a freezing episode, do you notice that your walking speed changes?

( Never
( It slows down
( It accelerates

57. Do your freezing episodes start suddenly, without warning?

( Never     ( Rarely    ( Sometimes     ( Often      ( Always 
( Variable

58. Do you get a strange feeling like something is about to happen, right before freezing?

( Never      ( Rarely     ( Sometimes      ( Often       ( Always

 ( If you have experienced this, please describe:_______________________________________

59. How do you feel during freezing episodes? (check all that applies
( My mind goes blank.

( I think about how I can get out of this state.

( I am afraid.

( I am frustrated.

( I find it pleasant/peaceful.

( I don’t mind freezing, it is neither pleasant nor unpleasant.

( Other, please explain:__________________________________________

60. During freezing episodes, do any of these following strategies help you to get going again?

Closing your eyes?

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works     

( Always works

Stretching and relaxing?

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works     

( Always works

Taking longer strides?

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works     

( Always works

Counting rhythmically?

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works 

( Always works

Stepping over an imaginary brick or some other object?

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works     

( Always works 

Reaching out and touching an object?

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works     

( Always works

Concentrating on a distant object?

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works     

( Always works

Lifting one foot?

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works     

( Always works

Following floor patterns?

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works     

( Always works

Imagining that you are dancing.

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works     

( Always works

Taking a step backwards?

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works     

( Always works

Bending forwards?

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works     

( Always works

Bending to one side?

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works     

( Always works

Taking a sidestep?

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works     

( Always works
Walking on your heels?

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works     

( Always works

Dropping a ball and watching it roll?

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works     

( Always works

Thinking about something else?

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works     

( Always works

Humming a song?

( Have never tried    

( Never works

( Rarely works   

( Sometimes works     

( Often works     

( Always works

-If this works, what songs/music styles?______

Does it help to get going if somebody touches you?

( Has never happened

( Rarely works   

( Sometimes works     

( Often works     

( Always works

Does it help to get going after freezing if there is a sudden or unexpected noise that startles you?

( Has never happened

( Rarely works   

( Sometimes works     

( Often works     

( Always works

Are there other things you have tried and work/do not work? If so, please explain.
_____________________________________

_____________________________________

_____________________________________

_____________________________________

_____________________________________

Section 3. Visual functions 

1. What vision problems do you currently experience or have you been diagnosed with? 
( Please check all that applies: 

( Glaucoma (year of diagnosis:______________)

( Cataracts (year of diagnosis:______________)
( Macular degeneration (year of diagnosis:______________)
( Nearsightedness (year of diagnosis:______________)

( Farsightedness (year of diagnosis:______________)
( Retinal detachment (year of diagnosis:______________)

( Sjonskekkja (year of diagnosis:______________)

( Other, please explain:________________________________

2. Have you ever undergone an eye surgery?

( No           ( Yes  (for what and when?________________________________)

3. Is your vision corrected? 

( No          ( Yes

4. Have you experienced an eye injury that has limited your vision in any parts of the visual field?

( No           ( Yes (when?__________)

5. Do you tend to overlook visual information that is located: (please check all that applies) 
( In the upper part of the environment
( In the lower part of the environment
( On the right side
            ( On the left side

( I am not aware of overlooking visual information in the environment

6. Do you experience double vision? (when wearing glasses, if applicable)

( No       ( Rarely     ( Sometimes      ( Often       ( Always

( Does your medication affect double vision?

( N/A         ( It improves 
( It becomes worse

( For how long time have you experienced double vision?_______________
7. Is your vision blurred? (when wearing glasses, if applicable)



( No
    ( Mildly         ( Moderately        ( Considerably       ( Severely





(Does your medication affect the level of blurriness?






( N/A         ( Improves 
( Becomes worse 





(For how long time have you experienced blurred vision?_________ 

8. Do you have abnormal color vision? (when wearing glasses, if applicable)



( No
    ( Mildly         ( Moderately        ( Considerably       ( Severely



( If yes, how is your color vision affected? Please explain:___________________________





(Does your medication affect your color vision?






( N/A         ( Improves 
( Becomes worse 





(For how long time have you experienced abnormal color vision?_________
9. Is your nighttime vision worse now than it used to be? (when wearing glasses, if applicable)



( No
    ( Mildly         ( Moderately        ( Considerably       ( Severely





(Does your medication affect your nighttime vision?






( N/A         ( Improves 
( Becomes worse 


(For how long time have you  experienced worsened nighttime  vision?______
10. Do you have problems with depth perception? (when wearing glasses, if applicable)

( No
    ( Mild        ( Moderate        ( Considerable       ( Severe





(Does your medication affect your ability with perceiving depth?






( N/A         ( Improves 
( Becomes worse 





(For how long time have you had problems perceiving depth?_________
11. Do you have problems with recognizing familiar faces? (when wearing glasses, if applicable)?




( No
    ( Mildly         ( Moderately        ( Considerably       ( Severely





(Does your medication affect your ability to recognize faces?






( N/A         ( Improves 
( Becomes worse 





(For how long time have you had this difficulty?_________
12. Do your eyes feel dry?




( No      ( Rarely     ( Sometimes      ( Often       ( Always 

13. Do you have difficulty distinguishing objects from their background? (when wearing glasses, if applicable)?




( No
    ( Mild         ( Moderate        ( Considerable       ( Severe

(Does your medication affect your ability to distinguish objects from their background?






( N/A         ( Improves 
( Becomes worse 





(For how long time have you had this difficulty?_________

14. Do you have difficulty seeing things at distance? (when wearing glasses, if applicable)



( No     ( Mild         ( Moderate        ( Considerable      ( Severe





(Does your medication affect your ability to see things at distance?






( N/A         ( Improves 
( Becomes worse 





(For how long time have you had this difficulty?_________

15. Do you have problems with motion perception? (when wearing glasses, if applicable) 



( No           ( Mild         ( Moderate        ( Considerable      ( Severe





(Does your medication affect your ability to perceive motion?






( N/A         ( Improves 
( Becomes worse 





(For how long time have you had this difficulty?_________

16. Do you ever feel that people or objects (such as cars) around you are moving unnaturally?

( No      ( Rarely     ( Sometimes      ( Often       ( Always

(If you have experienced that  people or objects move unnaturally, do they move: 

( Slower

( Faster

( Other, please explain:____________________________

17. Do your eyes easily become tired?




( No      ( Rarely     ( Sometimes      ( Often       ( Always
18. Do you find it difficult to follow the grids when solving crossword-puzzles?



( No
    ( Mildly         ( Moderately        ( Considerably       ( Severely

19. Do you find it difficult to place numbers in correct columns when balancing your checkbook?




( No
    ( Mildly         ( Moderately        ( Considerably       ( Severely
20. Do you find it difficult to read newspapers?

( No         ( Mildly         ( Moderately        ( Considerably       ( Severely

21. Do you find it difficult to read books?

( No         ( Mildly         ( Moderately        ( Considerably       ( Severely 

22. Do you find it hard to read because letters appear too small?

( No 
    ( Mildly         ( Moderately        ( Considerably       ( Severely

23. Do you have difficulties with reading because print appears out of focus? 

( No
    ( Mild         ( Moderate        ( Considerable       ( Severe

24. Do you find it hard to follow lines when reading?

( No 
    ( Mildly         ( Moderately        ( Considerably       ( Severely

25. Do you find it difficult to remember information that you read?

( No
    ( Mildly         ( Moderately        ( Considerably       ( Severely

26. Do you find it difficult to distinguish text from its background when you are reading?

( No         ( Mildly         ( Moderately        ( Considerably       ( Severely

27. Do you find it difficult to read because you are less able to concentrate than before?

( No         ( Mildly         ( Moderately        ( Considerably       ( Severely

28. To be able to read, do you have to use a brighter light now than you did before?

( Yes         ( No

29. To be able to read, do you have to use a magnifier or large print?

( Yes         ( No

30. Do you read less now than you used to?

( Yes         ( No

31. Do your difficulties with reading improve after taking medication?
( I do not take medication
      ( Yes         ( No

32. Do you tend to have troubles finding your way, lose your sense of direction or get lost?

( No      ( Rarely     ( Sometimes      ( Often       ( Always

33. Do you have problems with differentiating left from right?

( No      ( Mild            ( Moderate           ( Considerable        ( Severe

34. Do you drive a car?

( Yes
         (  No

35. Did you use to drive but you have now stopped driving?

( Yes        ( No   

(If “yes”, how long time is there since you stopped driving?___________________________

(If “yes, why did you stop driving?_______________________________________________
36. Do you think that your vision affected/affects your ability to drive a car?

(  N/A        ( Mildly         ( Moderately        ( Considerably       ( Severely

37. Do you avoid driving a car at night because of poor nighttime vision?

(  N/A 
(  True        ( False         

38. Do you find it difficult to navigate through your neighborhood?

( No      ( Rarely     ( Sometimes      ( Often       ( Always

39. Do you find it difficult to read/understand maps?

(  No     ( Mildly         ( Moderately        ( Considerably       ( Severely

40. Do you have difficulty estimating distances between objects?

(  None        ( Mild         ( Moderate        ( Considerable       ( Severe

41. Do you have difficulty estimating distances between you and objects?

(  None        ( Mild         ( Moderate        ( Considerable       ( Severe
Section 4. Visual phenomena
This part of the questionnaire asks questions about unusual experiences you may have had with your visual perception. These experiences include events such as having the feeling that something is there but you can’t quite perceive it, observing a change in appearance of objects/people around you, seeing light flashes or black dots in front of your eyes, or seeing more complex images. These phenomena are alike in the way that there is no real stimulus that triggers them, and they are created only in the eyes or mind of the beholder. They have been associated with poor vision in psychologically healthy people. In this part of the questionnaire, these kinds of perceptual images are termed “things that are not really there,” ‘visual images” or “visual hallucinations”, no matter if they consist of light flashes, the feeling of something moving around, changes in real objects or seeing more complex visual images. 

1. Have you experienced seeing things or images that are not really there?

( Yes          ( No

2. For how long time have you experienced these visual images?_________________________
3. Are there any events or changes in your life (e.g. changes in medications) that you associate with starting to experience these phenomena?________________________________

_________________________________________________________________________________

( If your medications have affected these visual experiences, check what applies:



( Medications have increased the frequency of experiencing these visual images.



( Medications have decreased the frequency of experiencing these visual images.

4. How often do you see things that are not really there?

( Every day.

( 2-5 times a week.

( Weekly.

( Monthly.

( Less than once a month.

( Less than once a year. 

5. For how long time do you experience the visual images?

( Less than 15 seconds          ( 16-60 seconds          ( Few minutes          ( Hours
6. What do the visual phenomena look like?  Please read each statement and check what applies:

	Flashes of light
	( Never         ( Sometimes         ( Always

	Flashes of color
	( Never         ( Sometimes         ( Always

	Black spots
	( Never         ( Sometimes         ( Always

	Dust balls
	( Never         ( Sometimes         ( Always

	Geometric shapes (e.g. circles)
	( Never         ( Sometimes         ( Always

	Insects
	( Never         ( Sometimes         ( Always

	Birds
	( Never         ( Sometimes         ( Always

	Plants
	( Never         ( Sometimes         ( Always

	Landscape
	( Never         ( Sometimes         ( Always

	Shadows
	( Never         ( Sometimes         ( Always

	Objects, which?__________________________
	( Never         ( Sometimes         ( Always

	Buildings, which?
	( Never         ( Sometimes         ( Always

	People who I know, who?__________________
	( Never         ( Sometimes         ( Always

	Unfamiliar people
	( Never         ( Sometimes         ( Always

	Animals who I know, who?_________________
	( Never         ( Sometimes         ( Always

	Unfamiliar animals
	( Never         ( Sometimes         ( Always

	Faces or parts of people, which?____________
	( Never         ( Sometimes         ( Always

	Dead people who I used to know
	( Never         ( Sometimes         ( Always

	(If you have ever experienced seeing a deceased person, what was your relationship with him or her?___________________________________________________________________________

_________________________________________________________________________________

	(If you have experienced other kinds of visual phenomena, not mentioned above, please explain:__________________________________________________________________________


7. Do the images produce sounds?
( Never     ( Rarely    ( Sometimes      ( Often      ( Always 

(If you have found that images produce sounds, what kind of sounds? (check all that apply)

(  They speak.
(  Images of animals make their distinctive noises.
( Other sounds (please explain):________________________________

8. Do real things in your environment ever seem to change their appearance?

( Yes          ( No

 If you have never seen real things changing their appearance, please continue to question 11.

9. What kinds of things change? Please read each statement and check what applies

	Objects
	( Never         ( Sometimes          ( Always

	Animals
	( Never         ( Sometimes          ( Always

	Landscape
	( Never         ( Sometimes          ( Always

	People
	( Never         ( Sometimes          ( Always

	Other (explain):_________________________
	( Never         ( Sometimes          ( Always


10. How do things change their appearance? Please read each statement and check what applies
	Objects grow larger.
	( Never         ( Sometimes          ( Always

	Objects become smaller.
	( Never         ( Sometimes          ( Always

	There is a movement within the object.
	( Never         ( Sometimes          ( Always

	Shape of objects changes.
	( Never         ( Sometimes          ( Always

	Color of objects changes.
	( Never         ( Sometimes          ( Always

	Objects seem to move about without a visible force moving them.
	( Never         ( Sometimes          ( Always

	Objects multiply.
	( Never         ( Sometimes          ( Always

	Other (explain):__________________________
	( Never         ( Sometimes          ( Always


11. Right before experiencing these visual phenomena, do you get a strange feeling like something is about to happen, e.g. something that you have experienced in the past?

( Never     ( Rarely    ( Sometimes      ( Often      ( Always

12. Right before experiencing these visual phenomena, do you experience changes in your motor symptoms?

     ( I do not have motor symptoms     ( Never    ( Rarely    ( Sometimes     ( Often     ( Always

13. Right before experiencing these visual phenomena, have you noticed changes in your sense of smell or taste?
( Never     ( Rarely    ( Sometimes      ( Often      ( Always
14. When do you experience these visual phenomena? Please respond to each statement below.

	Mornings:
	( Never         ( Sometimes          ( Only then

	Afternoons:
	( Never         ( Sometimes          ( Only then

	Evenings:
	( Never         ( Sometimes          ( Only then

	Nights:
	( Never         ( Sometimes          ( Only then

	When I am alone:
	( Never         ( Sometimes          ( Only then

	When I am with others:
	( Never         ( Sometimes          ( Only then

	When I am at home:
	( Never         ( Sometimes          ( Only then

	When I am driving:
	( Never         ( Sometimes          ( Only then

	When I am walking:
	( Never         ( Sometimes          ( Only then

	When I am tired:
	( Never         ( Sometimes          ( Only then

	When I am alert:
	( Never         ( Sometimes          ( Only then

	When I am sad:
	( Never         ( Sometimes          ( Only then

	When I am nervous:
	( Never         ( Sometimes          ( Only then

	Right before falling asleep:
	( Never         ( Sometimes          ( Only then

	Right after waking up:
	( Never         ( Sometimes          ( Only then

	With my eyes open:
	( Never         ( Sometimes          ( Only then

	With my eyes closed:
	( Never         ( Sometimes          ( Only then

	When I am in an “off” state:
	( N/A     ( Never         ( Sometimes          ( Only then

	Soon after taking medications:
	( N/A     ( Never         ( Sometimes          ( Only then

	When I freeze or cannot move:
	( N/A     ( Never         ( Sometimes          ( Only then

	When my medication is wearing off:
	( N/A     ( Never         ( Sometimes          ( Only then

	When the lighting around me is dim:
	( Never         ( Sometimes          ( Only then

	When it is fully dark around me:
	( Never         ( Sometimes          ( Only then

	When the lighting around me is bright:
	( Never         ( Sometimes          ( Only then

	When I move my eyes quickly:
	( Never         ( Sometimes          ( Only then

	Other, please describe:_____________
	( Never         ( Sometimes          ( Only then


15. Where do the visual phenomena occur? Please read each statement and check what applies.

	They occur in the periphery of my visual field.
	( Never         ( Sometimes          ( Always

	They occur straight in front of me.
	( Never         ( Sometimes          ( Always

	They occur on my left.
	( Never         ( Sometimes          ( Always

	They occur on my right.
	( Never         ( Sometimes          ( Always

	They occur at some distance from me.
	( Never         ( Sometimes          ( Always

	They occur close to my body.
	( Never         ( Sometimes          ( Always

	The images move around.
	( Never         ( Sometimes          ( Always


16. What do the images look like? Please read each statement and check what applies.

	The images are transparent.
	( Never         ( Sometimes          ( Always

	The images appear in black and white
	( Never         ( Sometimes          ( Always

	The images appear in color                                     ( Never         ( Sometimes          ( Always
               ( If the images appear in color, please respond to the following:                     

                         ( Does their color usually seem naturalistic? 

                         ( Does their color usually seem dull or faded? 

                         ( Does their color usually seem intense?

	 Sometimes, a certain part of the image is much larger or smaller than the other side.       
	( Never         ( Sometimes          ( Always

	                    ( If you have experienced this, what part of the image? Check all what applies.

	                                                        ( Upper            
	( Left

	                                                        ( Lower            
	( Right

	The images are smaller than they should be.
	( Never         ( Sometimes          ( Always

	The images are larger than they should be.
	( Never         ( Sometimes          ( Always

	The contours of the images are clear/sharp.
	( Never         ( Sometimes          ( Always

	The contours of the images seem blurred.
	( Never         ( Sometimes          ( Always


17. Have you felt the physical touch of images?

( Never   ( Rarely    ( Sometimes    ( Often    ( Always

18. Have you tried to communicate with the images?

( Yes 
( No

19. Have you experienced the same visual images more than once?

( Never   ( Rarely    ( Sometimes    ( Often    ( Always
20. How would you describe your experience of your visual experiences? 

	They upset me.
	( Never           ( Sometimes          ( Always

	They make me sad.
	( Never           ( Sometimes          ( Always

	I find them negative or unpleasant.
	( Never           ( Sometimes          ( Always

	I find them pleasant or amusing.
	( Never           ( Sometimes          ( Always

	I find them interesting.
	( Never           ( Sometimes          ( Always

	I find them frightening.
	( Never           ( Sometimes          ( Always

	They have a personal meaning to me.
	( Never           ( Sometimes          ( Always

	I don’t mind them.
	( Never           ( Sometimes          ( Always

	I feel that they are under my control.
	( Never           ( Sometimes          ( Always


21. Do you experience migraine headaches?
( Never      ( Rarely     ( Sometimes      ( Often      

          (If you get migraine headaches, is “seeing things that are not there” associated with them?

( Never      ( Rarely     ( Sometimes      ( Often        ( Always

22. Have you ever had a seizure?

( Yes 
( No

          (If you have experienced a seizure, is “seeing things that are not there” associated with them?
( Never      ( Rarely     ( Sometimes      ( Often        ( Always


23. Have you discussed these experiences with your doctor or your partner/ a friend? 



(Please check everything that applies
(  Doctor
(  Partner/a friend

( Both doctor and partner/ a friend
( Neither doctor nor partner/ a friend
( Have not discussed with anyone. 

      (If so ,why not?____________________________________

_____________________________________________________
24. Have you tried using methods or tricks to put an end to these visual experiences?
( Yes      ( No


( How would you describe how these strategies work?

Blinking your eyes
( Have never tried 
( Never works

( Rarely
( Sometimes



( Often

( Always

Concentrate on something else
( Have never tried 
( Never works

( Rarely
( Sometimes



( Often

( Always

Look away

( Have never tried 
( Never works

( Rarely
( Sometimes



( Often

( Always

Ignore the image

( Have never tried 
( Never works

( Rarely
( Sometimes



( Often

( Always
Hum a song

( Have never tried 
( Never works

( Rarely
( Sometimes



( Often

( Always

Move your eyes quickly

( Have never tried 
( Never works

( Rarely
( Sometimes



( Often

( Always

Tell the image to go away

( Have never tried 
( Never works

( Rarely
( Sometimes



( Often

( Always

Something else: (please explain)_______​​___

( Have never tried 
( Never works

( Rarely
( Sometimes



( Often

( Always

